ABSTRACT: Using the 1994 Robert Wood Johnson Foundation National Access to Care Survey, we examine the likelihood of having a usual source of care, inability to obtain needed care, and number of physician visits for persons with private insurance, Medicaid coverage, and no insurance. Inability to obtain services is surprisingly consistent: For each service, Medicaid enrollees were about half as likely as uninsured persons and about twice as likely as privately insured persons were to report difficulty. For other access measures, access for those on Medicaid more closely resembles that of the privately insured than that of the uninsured. R e ce nt p ub l ic de ba t e and legislative action on welfare reform, immigration policy, and children's health insurance may have important consequences for the Medicaid program. These initiatives are likely to limit the program's role for some groups while expanding it for others. At the same time, the attention generated has raised the role of entitlements to a new level in the American consciousness. With annual combined federal/state expenditures of approximately $160 billion in fiscal year 1996 and a recipient population of approximately thirty-six million persons, Medicaid remains a target for budget-cutting efforts and other initiatives aimed at reducing the role of the federal government. 1 There is ample evidence that the Medicaid program has been effective in reducing income-related differentials in access to care. 2 In particular, these studies found that poor persons enrolled in Medicaid were more likely than poor persons with no public or private coverage were to have a usual source of care, a higher number of annual ambulatory physician visits, and a higher rate of hospitalization. Findings such as these provide strong evidence that Medicaid has increased access to care for the covered population.
With the increasing policy focus on the uninsured population, much empirical research of the past decade has concentrated on differences in use of services between the insured and uninsured, sometimes aggregating Medicaid enrollees with the privately insured and sometimes leaving them out of the analysis altogether. 3 Although this may be appropriate for many sorts of analyses, it should not obscure the importance of Medicaid as a source of health care financing for low-income Americans. 4 In this paper we present data from the 1994 Robert Wood Johnson Foundation (RWJF) National Access to Care Survey to explore the role of Medicaid in providing access to care among insurance and sociodemographic groups and to assess the potential need for government intervention in maintaining the safety net.
n Data and methods. The 1994 RWJF National Access to Care Survey represents a unique public/private partnership. Under this agreement the Project HOPE Center for Health Affairs (CHA) was responsible for the design and analysis of the survey, while the National Center for Health Statistics (NCHS) received support to assist with the design and to oversee the data collection efforts by the U.S. Bureau of the Census. The survey was fielded in the spring and summer of 1994 as a follow-up component to the 1993 National Health Interview Survey (NHIS). The 1993 NHIS was used to identify specific types of respondents for follow-up interviewing as part of one of three independent survey components: (1) a national probability sample; (2) a sample of persons who reported access barriers or who met other specific criteria suggesting low access to care; and (3) a sample of persons with one of two specific chronic conditions for which well-accepted standards of care exist.
These data are the most recent available from an access survey that does not rely exclusively on telephone interviewing. This has important implications for findings because reliance on telephone interviewing may impart bias in two ways. First, previous studies have suggested that telephone surveys may underrepresent vulnerable populations, which results in misleadingly low estimates of access problems. 5 This is because persons in low-income, minority, or other vulnerable groups who are more likely to have access problems are also less likely to have telephones and thus may be excluded disproportionately from being respondents in a telephone survey. However, the more serious problem comes from systematic nonresponse bias because of the low response rates that are achieved with random-digit dial surveys. Often people respond to surveys because an issue is important to them. 6 In the case of access surveys, a low response rate is likely to overrepresent persons with access problems and thereby present an inaccurate picture of actual access to care. 7 The results reported here are from the first study component of the access survey. The general probability sample is based on interviews conducted with 3,480 persons, with a response rate of 76 percent. This is a cumulative response rate that takes into account both nonresponse to the 1993 NHIS and nonresponse to the followup access survey. All estimates are weighted to be representative of the civilian noninstitutionalized population in 1994. Since we are interested in examining the effect of insurance coverage on access, and the vast majority of the elderly population is insured, data reported here are limited to the population under age sixty-five.
All respondents were asked about their insurance coverage at the time of the interview. 8 Using this type of insurance measure (a point-in-time indicator) with access measures reported for the previous twelve-month period may impart some bias to our findings. 9 For example, some persons who reported having insurance at the time of the interview may not have been covered earlier in the year, whereas others who reported being uninsured may previously have held coverage. It has been shown, however, that the likely effect of the incongruent time periods will be an underestimate of the difference in use of services between the insured and uninsured.
As do other researchers using national data sets, we aggregate Medicaid enrollees, despite the variations in program implementation across states, because of important similarities in the provision of financing for health care services.
We present estimates on three access indicators: having a usual source of care, inability to obtain a particular type of health care service during the year prior to the interview, and the mean number of ambulatory physician visits in the prior year. Cross-tabular estimates are presented for each of these indicators by type of insurance coverage while controlling for health status. 10 For the data reported here, subgroups vary substantially by health status: Of those on Medicaid, 21 percent reported that they are in fair or poor health, compared with 6 percent of the privately insured and 12 percent of the uninsured. Although self-reported health status is a somewhat crude indicator of need, the literature shows support for use of this measure when only household-reported data are available.
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Findings n Having a usual source of care. For those in good to excellent health, uninsured persons were much less likely than those with either public or private coverage were to report having a usual source of care (Exhibit 1). Uninsured persons in fair or poor health were less likely than Medicaid enrollees in fair or poor health were to have a usual source of care; the difference between the privately insured and uninsured in fair or poor health is not statistically significant. Health status appears to have no independent effect on having a usual source of care once insurance status is controlled for, with no significant differences within insurance categories.
n Ability to obtain care. As did earlier RWJF access surveys, the 1994 National Access to Care Survey asked respondents whether or not they were able to obtain medical care or surgical services they believed they needed. However, the 1994 survey also included specific questions about dental care, prescription drugs, eyeglasses, and mental health care or counseling. A variable then was constructed to indicate whether or not the respondent had an unmet need for any of these services. Estimates of the percentage of persons unable to obtain care have been previously published. 12 In this analysis we reexamine those estimates, focusing specifically on the differences in ability to obtain care by insurance coverage.
More than 34 percent of the uninsured were unable to obtain one or more of the health care services they believed they needed during the previous year, compared with 22 percent of Medicaid enrollees and 13 percent of persons with private insurance. We found similar variation in inability to obtain medical/surgical care, dental care, prescription drugs, and eyeglasses, by insurance status (Exhibit 2). For each of the specific services about which information was collected, the uninsured were almost four times as likely as the privately insured were to report an unmet need. The largest disparity was for prescription drugs. Given our focus on the safety net, it is important to note here the levels of unmet need for persons covered by Medicaid. Reported levels of inability to obtain needed services are again consistent: For each of the services asked about, Medicaid enrollees were about half as likely as the uninsured and about twice as likely as the privately insured were to report having difficulty in obtaining care. The inability to obtain care is correlated across services; this is not surprising, since, for example, one cannot get a prescription without first visiting a physician. However, the correlation is more modest than one might expect; the population with unmet need varied for each of the services. Of those unable to obtain medical or surgical care, approximately 40 percent reported unmet need for another service. The overlap of the population with unmet need for different services also is related to insurance coverage. For those with at least one reported unmet need, just over half of the uninsured had unmet need for more than one type of service, compared with fewer than one-quarter of persons with private insurance.
Because persons are more likely to seek care when in ill health, it is not surprising that those Americans in fair or poor health were much more likely than other Americans were to experience barriers to care (Exhibit 3). Differences in unmet need between persons on Medicaid and those with private coverage were not significant within each health status group. The uninsured were most vulnerable, regardless of health status.
n Ambulatory physician visits. The pattern of ambulatory phy-sician visits appears to be heavily influenced by health status, and the effect of insurance differed somewhat across health status groups (Exhibit 4). The mean number of visits for persons in fair or poor health was more than twice that for those in good to excellent health (9.7 visits annually compared with 4.3, numbers not shown). At the same time, insurance status-at least for those in fair or poor health-continued to have a substantial impact on use. For those reporting to be in fair or poor health, the privately insured as well as those covered by Medicaid had approximately nine visits per year, compared with five visits per year for the uninsured. n Results of multivariate analyses. Findings from the multivariate analyses confirm the importance of insurance coverage in improving access to care, although there are variations across indicators and health states. 13 Compared with uninsured persons in good or excellent health, persons with private insurance or Medicaid-regardless of health status-were two to four times as likely to have a regular place to obtain medical care. For the uninsured, health status did not have a significant effect on the likelihood of having a usual source of care.
In terms of inability to obtain care, for those in good or excellent health, Medicaid and private insurance appear to be comparable in terms of preventing access problems; both the privately insured and those enrolled in the Medicaid program were much less likely than the uninsured were to report being unable to obtain the care they thought they needed. However, Medicaid enrollees in fair or poor health were about twice as likely as the privately insured in similar health were to report inability to obtain care. Again, the uninsured were most likely of all groups to report access problems, with the uninsured in fair or poor health more than three times as likely as the healthier uninsured were to report unmet need.
Both insurance coverage and health status were strongly associated with use of physician visits as well. Among those in good or excellent health, both Medicaid enrollees and the privately insured had more visits than the uninsured had (approximately 60 percent and 36 percent more, respectively). Persons in fair or poor health with either Medicaid or private insurance used the most servicesabout 70 percent more visits annually than the uninsured in fair or poor health used.
Race had a statistically significant effect on access for two of the three indicators. Nonwhites were almost 70 percent more likely than whites were to be unable to obtain medical care and had 10 percent more physician visits but had similar chances of having a usual source of care. The comparison between females and males is probably affected by unmeasured health status differences as well as by differences in health care behavior. Although women were twice as likely as men were to have a usual source of care and had onethird more physician visits, they were still 50 percent more likely than men were to have unmet need for medical care.
The nonpoor were about 40 percent more likely than the poor were to have a usual source of care, but poverty status had no statistically significant effect on either unmet need or the use of ambulatory visits. Although there were few age-related differences in access among the adult population, children were much more likely than adults were to have a regular place to obtain care. Children under age six were almost six times as likely as adults ages forty-five to sixty-four were to have a usual source of care, and children age six and older were twice as likely as these adults were to have a regular place to obtain care.
Discussion
Our findings show that although the vast majority of Americans are able to obtain adequate access to health care, there is substantial variation across population subgroups, particularly as defined by type of insurance coverage. Large and consistent differences among insurance groups are observed in ability to obtain a number of different health care services, the number of physician visits, and the likelihood of having a regular source of care. These differences between the insured and uninsured persist, regardless of whether the insurance is privately or publicly financed. 14 Our findings are consistent with a number of previous studies and indicate the potency of health insurance coverage as a policy lever in reducing financial barriers to care. In particular, the data presented suggest that Medicaid is critical in mitigating many of the deprivations in access of poor persons who are eligible for public insurance. Once insurance status is controlled for, the poor are no more likely than the nonpoor are to be unable to obtain health care services, and they have about the same number of physician visits.
n Assessing use of services. With the changes occurring in the health care delivery system, interpreting differences in use of services across population subgroups must be done with caution. Managed care organizations have used a variety of mechanisms to try to decrease inappropriate or unnecessary care as well as to substitute less expensive primary care for specialty care. This may be reflected in either lower or higher use rates for some services. In fact, for the privately insured, previous research using the access survey showed that those in health maintenance organizations (HMOs) use more physician visits than do those in traditional fee-for-service (FFS) settings. 15 Poor persons are not exempt from this, either-particularly those who are covered by Medicaid, which increasingly is turning to managed care. It is not clear whether physicians' incentives to provide less or more appropriate care for insured patients affect physicians' treatment of the uninsured, which would exacerbate the problem of interpreting use levels.
Nonetheless, the fact that use of physician services among persons without health insurance is lower than it is for persons covered by either Medicaid or private insurance is of concern. Although it is sometimes argued that some of the uninsured are relatively healthy, our data demonstrate lower levels of use among uninsured persons, regardless of health status. n Medicaid's effectiveness. Our analysis suggests that an evaluation of the effectiveness of the Medicaid program varies depending upon the access indicators used. An examination of reports of inability to obtain various health care services reveals that although Medicaid improves access, for those with more serious health problems, it goes only halfway toward providing the same level of care that private insurance provides. For other indicators of access, such as having a usual source of care or number of physician visits, access to care for those on Medicaid closely resembles that of the privately insured. These seeming inconsistencies across indicators may, in fact, be related to the level of health care need. Although we have attempted to control for variation in health status, it is interesting to note that persons covered by Medicaid have the same access to a usual source of care as the privately insured have and the same average number of physician visits, but still are twice as likely to report inability to get services.
These findings suggest that Congress as well as state policymakers should be sensitive to the implications of changing a public insurance program that, while costly, has generally served vulnerable citizens well. We are entering a period when both the White House and Congress are interested in welfare reform and experiments that could dramatically affect not only Medicaid eligibility but alsobecause of the decoupling of welfare and Medicaid applicationsthe likelihood that persons who are eligible for Medicaid will enroll in Medicaid. 16 As states begin to respond to the recent federal welfare reform legislation, we need to carefully monitor shrinkage in the safety net. Congress must approach both the welfare and health care reform debates with a keen eye toward their implications for vulnerable populations' ability to obtain access to health care services. n Children's coverage. Recent expansions and contractions within the Medicaid system have affected population subgroups differentially. Accordingly, our efforts to protect children have met with some success, with contractions in children's eligibility for Medicaid in the early 1980s partially rectified through the series of expansions in the latter part of the decade. Even more recent efforts to improve coverage also have focused primarily on children. In our analyses, children fared equally or better than nonelderly adults did with respect to each of the three access indicators used. Children were more likely than adults were to have a usual source of care and more visits to the physician and were less likely to be unable to obtain care when needed. Yet low-income adults (with the exception of pregnant women) have seen no such expansions of coverage. T he r e ar e t h os e who must seek care without the aid of the safety net. Our findings show that, even as Medicaid expansions increase the numbers of persons eligible for the program, those who are not eligible for coverage continue to face barriers to care, with a potential risk for poorer long-term health outcomes. 17 Almost three-fifths of the uninsured in fair or poor health were unable to obtain at least one health care service they felt they needed-about 50 percent more than the proportion of persons on Medicaid and more than twice the percentage of the privately insured with comparable health status. To have their desired effect, continued efforts to increase access to health care services must focus on those groups with the most serious access problems and target scarce resources accordingly.
